THIS lamp consists of a gas-filled " focus type" electric bulb, a condenser and a corrected objective, contained in an aluminium body fitted with a hinged detachable handle. In the operating theatre it is held by means of this handle. In the consulting room the handle is removed, and the lamp fits into the ophthalmoscopic bracket in place of the usual bulb. In this way it can be raised or lowered, rotated or tilted into any convenient position. A filter can be added, with the aid of which fluoresceine staining may readily be seen. This enables one to use focussed light in the dark room to examine the cornea for minute staining conditions.
The lamp throws a circle of light of uniform illumination, free from filament image, 2 in. in diameter at 7 in., 6 in. in diameter at 22 in. Mr. HEPBURN related his experience gained from 140 trephine operations,. twenty-nine of which had been in private practice, and the rest in hospital; and he expressed the opinion that, if all the experience of other surgeons who were in the habit of frequently performing this operation were collected and added to his, a very large amount of evidence could be accumulated in favour of this treatment for, at any rate, chronic glaucoma.
He described the technique which he usually employed and laid special stress. On obtaining the thickest possible layer of conjunctiva for covering the hole, and. Hepburn: Trephine Operations for Glaucoma also on taking every precaution to avoid button-holing the flap at any stage of the operation where this accident seemed likely to occur. While actually trephining, he held the handle of the trephine forwards so as to cut through the anterior part of the sclero-corneal tissue before the posterior, thus ensuring a hinge posteriorly as far, away from the conjunctival flap as possible when the hole was complete. He always used a pair of straight one-toothed forceps for the button-hole iridectomy.
He mentioned various complications which had occurred to him in his qexperience of the operation, in common with that of others: button-holing the flap, loss of the disc, unintentional complete iridsctomies, loss of vitreous, delay in tle re-formation of the anterior chamber, opacity of and pushing forward of the lens, and detachment of the choroid; and discussed the effect of such accidents on the results of the operation. These complications had only occurred in his practice on comparatively few occasions, and in most cases the effective drainage through the trephine hole had not been impaired, Opacities of the lens had only happened in three or four instances, and he found this difficult to explain; and he thought that the choroid after being detached at an early stage generally became replaced again.
With regard to late infection, he thought the term could only be justified in those cases in which the conjunctival flap had for some reason become an insufficient covering over the trephine hole, and thus encouraged the entrance of organisms.
On looking through his records nothing struck him so much as the fact that the greatest number of successeshad been secured in those cases which were operated on in the early stages, though many with very poor vision had been immensely improved in every way by the operation.
He had had about thirteen failures, including those cases in which acuity of vision had sunk to hand movements or only perception of light, which consisted mostly of cases of secondary glaucoma, acute primary glaucoma, and buphthalmos; and therefore he never performed the operation in either of the two first conditions, but always did an iridectomy.
He had to record one case of suppuration due to a weak conjunctival flap. He had never had a case of sympathetic inflammation following trephining.
He recommended the operation as ideal in chronic glaucoma, and the earlier it was undertaken the better. ance over the hole due to narrowing of the drainage area. Other operations for the relief of glaucoma which he recommended were the old iridectomy and Lagrange's. operation.
Mr. HEPBURN (in reply) considered -Mr. Cruise's experience had been most unfortunate, and that Mr. Mayou attached too much importance to conjunctival blebs and splitting of the cornea. The former was not so common as he supposed while the conjunctiva often became thicker again after a time, and the latter made no difference and served to strengthen the flap. He thought the Lagrange operation was similar toe the trephine operation in technique and method of filtration. That eyes escaped infection when the hole into the eye was uncovered by conjunctiva did not justify carelessness in dealing with the conjunctival flap.
Epibulbar Sarcoma with Penetration of the Globe.
By HUMPHREY NEAME, F.R.C.S. (ABSTRACT.) IN May, 1919, a patient, F. B., male, aged 53, had noticed a swelling under the upper lid of the left eye. There was a history of syphilis, recent ulceration of palate, deformity of nasal bones, and positive Wassermann reaction. For a considerable time the swelling was considered to be a gummatous infiltration, but as it failed to react to antisyphilitic treatment, and as the eye was practically blind, eventually, Sir John Parsons, who had charge of the case at the Royal London Ophthalmic Hospital, decided to enucleate the eye. Pathological examination revealed an extensive epibulbar growth with extension within the lobe. The growth surrounded the cornea and as a thin sheet spread around the eye to the posterior pole. The iris, ciliary body, and choroid were completely infiltrated with the same type of growth. Microscopically, the growth was a roundcelled sarcoma with a slightly alveolar formation. Within three months of the date of enucleation there was a recurrence within the orbit and exenteration of the orbit was carried out by Sir John Parsons. There was a mass of round-celled recurrent growth not definitely delimited from the orbital tissues. The stump of the optic nerve, in transverse section at the posterior limit of the growth, was free from growth cells.
The outstanding feature of this case was that there had apparently been an extra-bulbar sarcoma with extension within the globe-an extremely rare condition. Less rarely sarcoma started in the choroid and extended out through the coats of the eye, usually by the perivascular lymphatics of the various perforating vessels. There seemed to be more evidence in favour of an extra-bulbar than of an intra-bulbar origin of the growth in this case. The main points in this evidence were: (1) The earliest symptoms of which the patient complained were referred to the epibulbar region above the cornea. (2) The vision, as tested within two months of the first symptoms, was found at the Royal London Ophthalmic Hospital to be # with the appropriate glass in the left eye. The patient did not notice any failure of vision in the left eye until seven months after the onset. An extensive choroidal growth usually, though not always, had some effect upon the vision. (3) Pathological examination revealed that the epibulbar growth above the cornea-i.e., at the site at which it was first noticed -was much more massive than at any part of the choroid. (4) The gross appearance of the choroidal growth resembled a secondary or metastatic growth, in its wide and even distribution, more than a primary growth in that situation.
